University of Nebraska Medical Center

DigitalCommons@UNMC
Theses & Dissertations

Graduate Studies

Fall 12-17-2021

Intention to Breastfeed: Breastfeeding Attitudes, Norms, SelfEfficacy, Social Support Network and Community Resources of
African American, Low-income, Emerging Adult Women, Pregnant
for the First Time
Sara E. Brown
University of Nebraska Medical Center

Follow this and additional works at: https://digitalcommons.unmc.edu/etd
Part of the Maternal and Child Health Commons, Maternal, Child Health and Neonatal Nursing
Commons, Public Health and Community Nursing Commons, Public Health Education and Promotion
Commons, and the Social Justice Commons

Recommended Citation
Brown, Sara E., "Intention to Breastfeed: Breastfeeding Attitudes, Norms, Self-Efficacy, Social Support
Network and Community Resources of African American, Low-income, Emerging Adult Women, Pregnant
for the First Time" (2021). Theses & Dissertations. 585.
https://digitalcommons.unmc.edu/etd/585

This Dissertation is brought to you for free and open access by the Graduate Studies at DigitalCommons@UNMC. It
has been accepted for inclusion in Theses & Dissertations by an authorized administrator of
DigitalCommons@UNMC. For more information, please contact digitalcommons@unmc.edu.

i

INTENTION TO BREASTFEED: BREASTFEEDING ATTITUDES, NORMS,
SELF-EFFICACY, SOCIAL SUPPORT NETWORK AND COMMUNITY
RESOURCES OF AFRICAN AMERICAN, LOW-INCOME, EMERGING ADULT
WOMEN, PREGNANT FOR THE FIRST TIME

By

Sara Brown

A DISSERTATION
Presented to the Faculty of the University of Nebraska Graduate College in Partial
Fulfillment of the Requirements for the Degree of Doctor of Philosophy

Medical Sciences Interdepartmental Area Graduate Program
(Clinical & Translational Research Mentored Scholars Program)

Under the Supervision of Professor Kathleen M. Hanna

University of Nebraska Medical Center
Omaha, Nebraska
December 2021

Supervisory Committee:
Kathleen M. Hanna, Ph.D.
Lois J. Starr, MD.

Lani M. Zimmerman, Ph.D.
Susan L. Wilhelm, Ph.D.

ii

Acknowledgements
Throughout the writing of this dissertation, I have received a great deal of support
and assistance.
I would first like to thank my advisor, Dr. Kathleen Hanna, whose expertise was
invaluable in formulating the research question and methodology. Your insightful
feedback pushed me to sharpen my thinking and brought my work to a higher level.
Secondly, I would like to thank my committee members, each of whom has provided
patient advice and guidance throughout the research process. Thank you all for your
unwavering support.
I would like to send my sincerest gratitude to my husband, two boys and my
mother for their wise counsel and sympathetic ear. You are always there for me, and I
could not have completed this dissertation without your support. I finished this in a large
part to show my boys that you are capable of hard things.
When you see something that is not right, not fair, not just, say something! Do
something! Get in trouble! Good trouble! Necessary trouble!
---John Lewis

iii

INTENTION TO BREASTFEED: BREASTFEEDING ATTITUDES,
NORMS, SELF-EFFICACY, SOCIAL SUPPORT NETWORK AND
COMMUNITY RESOURCES OF AFRICAN AMERICAN, LOW-INCOME,
FIRST-TIME PREGNANT WOMEN

Sara E. Brown, Ph.D.
University of Nebraska Medical Center, 2021

Supervisor: Kathleen M. Hanna, Ph.D.
African American (AA) women continue to have the lowest rates of breastfeeding. This
continues to create a health disparity even though breastfeeding is extensively recognized
in the scientific and health care communities as the optimal feeding choice for infants.
This study examined the relationship between the external variables (social support
network and community resources) and the explanatory variables (attitudes, norms, and
perceived self-efficacy) and intention to breastfeed, for the AA, first time, low-income,
emerging adult pregnant woman. The Integrated Behavior Model (IBM) was used as the
theoretical framework to guide this study in better understanding the variables
influencing breastfeeding intention. Survey instruments, including the Iowa Infant
Feeding Scale, Perceived Norms Scale, Breastfeeding Self Efficacy Scale- Short Form,
Social Support Network Checklist and Community Resources Checklist; were completed
with 60 self-identified African American women aged 18–30 (M = 26.47 years), with 9–
17 (M = 12.8) years of education who were also in their last trimester of pregnancy. All
participants were also primiparous and WIC eligible. Instruments were conducted at a
one-time occurrence. A logistic regression analysis was used to determine the significant
contribution of the external and explanatory variables on breastfeeding intention.
Breastfeeding self-efficacy was found to be a statistically significant predictor of
intention to breastfeed.
African American women such as our participants are critical partners as we develop
systems of care to decrease disparities and increase African American women’s successes
with the breastfeeding behavior. These findings support the importance of having diverse,
culturally sensitive mechanisms that support self-efficacy around intention of this
behavior. Targeting self-efficacy with future interventional research is paramount.
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Chapter 1:
Introduction and Background of the Problem
African American (AA) women in the United States continue to have the lowest
breastfeeding rates, compared to White non-Hispanic, Asian, American Indian, and
Hispanic women. The low breastfeeding rates create a persistent health disparity 1 that is
a particular problem for first time mothers, commonly in the emerging adulthood group.
Breastfeeding is extensively recognized in the scientific and health care communities as
the optimal feeding choice for infants due to the myriad of health benefits for maternal,
infant and maternal-infant dyad outcomes2,3,4,5. Lack of sufficient breastfeeding and use
of alternative artificial infant supplementation formulas have negative health outcomes
such as infant mortality and obesity that already affect the AA community at much higher
rates than that of the Caucasian community6,7,8. To many mothers, the idea of
breastfeeding may seem natural and rather uncomplicated, but for AA women, it has been
determined that some new mothers find the intention around the breastfeeding behavior
quite foreign. AA new mothers’ reluctance around the intention to breastfeed, a
precursor to breastfeed behavior, is not fully understood and warrants a focus on cultural
considerations7,8,9,10,11,12,13,14.
Ethnic and/or cultural differences, specifically with AA families, have been
determined to have a significant impact on their decision not to breastfeed; for example,
it has been reported that AA women have, in comparison to their Caucasian counterparts,
different attitudes, perceived norms and perceived self-efficacy related to
breastfeeding105,16,17,18. There is also a need to analyze other variables apart from
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perceptions and attitudes. Variables such as lack of or limited support from their social
support network might have a significant impact, especially among new mothers19,20. For
example, first time, single mothers who must single handedly provide for the child, might
return to work shortly after giving birth as a necessity; this lack of social support from
significant persons in their network may contribute to a negative attitude toward breast
feeding21,22,23. In addition to significant social support persons, community resources
used by this population may contribute to breastfeeding attitudes and intentions16,17.
Although some studies have been conducted to elicit these variables for low-income
mothers in general, little has been noted specific to the AA mother16,17.
It is well understood that AA, low income, new mothers report financial and
emotional stressors during the perinatal experience that are heightened by inadequate or
incongruent social support from their partners and the greater community16,18,21,24. Young
mothers, as emerging adults, may be especially vulnerable as this is a time period when
they are seeking independence and moving through their own life stages, while also
transitioning to motherhood20,22. Given these issues and the existing gap in breastfeeding
rates, this study proposes to examine the attitudes, norms, perceived self-efficacy, social
support network, community resources and intentions around breastfeeding for the AA,
low-income, emerging adult woman pregnant for first time.
Significance
This study is significant in that it addresses a well-known health disparity, which
is low infant breastfeeding rates among the AA community through a focus on intention
to breastfeed, a precursor to breastfeeding behavior14. Breastfeeding reduces the
likelihood of infant diarrheal episodes, ear infections early in life, influences a 35%
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reduction in sudden infant death syndrome (SIDS); as well as reducing the risk of obesity
and Type 2 Diabetes in adulthood 25,26. Breastfeeding also has pertinent maternal health
benefits including postpartum weight loss, a reduction in the risk for cardiovascular
episodes, a reduction in the risk for Type 2 Diabetes and a reduction in the risk of several
cancers26,27. In addition, breastfeeding facilitates mother-infant bonding, well known to
enhance the long-term mother-child relationship and the child’s overall development26,28.
Even more concerning is that African Americans have the highest infant mortality when
compared to all other race categories29,30. This study addressed Healthy People
2020/2030 specific breastfeeding goals related to this health inequity among African
American women who are behind other ethnic groups31,32. Among the factors to be
addressed, includes an infant care objective to increase the proportion of infants who are
breastfed and to reduce the proportion of breastfed newborns who receive formula
supplementation. This study also addressed ways to link the well-known, extensive
health benefits of breastfeeding to behavior intention with the AA population, filling an
existing health disparity gap.

Innovation

This study was the first to consider cultural influences as indicated with
breastfeeding perceptions and attitudes as well as the social support network on
breastfeeding intention for the population of AA new mothers during pregnancy. This
study also used an approach to focus on behavioral intent during pregnancy, rather than
initiation and duration, which have failed to understand the behavior intention first. It is
well understood that intention leads to behavior14. Based upon this premise, it is
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important to connect breastfeeding feeding intention to breastfeeding initiation and
ultimately duration in this population. However, the variables impacting feeding
intention are yet to be analyzed from a cultural perspective of the AA population. A
social support network of important persons in one’s life as well as community resources
around breastfeeding is also deemed as highly valuable and associated with success in
breastfeeding initiation; however, understanding how social support networks and
community resources influence beliefs and impacts breastfeeding intention in this
population is imperative first. Cultural beliefs and attitudes influence health behavior;
likewise, beliefs and attitudes around breastfeeding influence the breastfeeding decision
and may have threads specific to this population. A solution is currently missing, that is
specific to the necessities and health outcomes in this population which mirror a lack of
breastfeeding acceptance.
The Integrative Behavior Model (IBM)14 was used to guide this study in better
understanding the variables influencing breastfeeding intention, including constructs
from the Theory of Reasoned Action and the Theory of Planned Behavior (See Figure 1).
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Figure 1: IBM Theoretical Framework Model.

The IBM framework was used because it weighs on behavioral beliefs influence
on intention, which made it culturally relative to guide the study14. According to the
IBM, behavioral intention is determined by three concepts, the first of which being
attitude toward the behavior, summed up by beliefs based on previous experiences,
influenced by cultural norms. The second concept found to impact behavioral intention is
perceived norm, built upon the social pressure one feels to perform or not to perform a
behavior. The third concept identified to impact behavioral intention is personal agency,
represented as perceived self-efficacy for this study, indicating a perceived amount of
control over one’s behavior and one’s degree of confidence, which is imperative to
behavior intention14,33. The IBM supports the idea that behavior is also influenced by
external factors, indicated as the demographic variables for this study14,33.
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Purpose of Study
Currently, most of the research is descriptive and/or exploratory, specific to the
AA mothers’ population and this study provided a new approach that utilized a regression
design to predict behavior intention. The purpose of this quantitative predictive study
was to connect variables and predict the behavior intention of breastfeeding. A central
premise was that intent to breastfeed, leads to initiation of the behavior. It was first
important to understand the explanatory variables (attitude, norms, perceived selfefficacy) related to intention of breastfeeding among AA, low income, new mothers. An
understanding of explanatory variables was coupled with an understanding of how the
selected external variables (social support network and community resources) were also
related to intention of breastfeeding. The understanding of how the explanatory and
external variables impact intention will guide a tailored intervention towards increasing
establishment of the breastfeeding behavior among the AA population. To examine this,
the following specific aim was proposed:

Aim 1: To examine the relationship between the external variables (breastfeeding
social support network and community resources) and the explanatory variables
(breastfeeding attitudes, subjective norms, and perceived self-efficacy for breastfeeding)
and intention to breastfeed among AA, low-income, emerging adult women pregnant for
the first-time.

Conclusion
This study sought to better understand the low breastfeeding rates, with a focus on
breastfeeding intention specific to AA mothers, using a regression analysis. Even with
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the extensive knowledge of the health benefits of breastfeeding, there continues to be a
consistent disparity, with AA women having the lowest breastfeeding rates. The results
of this study may serve to prepare for healthcare delivery that will ultimately reduce the
existing disparity.
Four more chapters follow. Chapter II is a review of the literature, the selected
variables and women meeting the criteria of this study. In Chapter II, the discussion on
the gap in literature surrounding the influences for breastfeeding, specific to the AA
woman will also be addressed, warranting the work of this study. In Chapter III, the
topics discussed include the research design and specific details of how the study was
conducted. The research results are provided in Chapter IV, followed by an
interpretation of the findings in Chapter V.
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Chapter 2
Review of Literature
This chapter reviewed the literature as it relates to the selected variables within
the Integrated Behavior Model (IBM)14 and the specific population of African American
women. An overview of breastfeeding in relation to the external and explanatory
variables will be reviewed. Database articles and research studies published between
2005-2021 from PubMed, CINAHL, Cochrane, Embase and PsychINFO were
synthesized and analyzed to develop this literature review that was guided by the research
aims and theoretical framework of this study.
Integrated Behavior Model
Clarifying the variables fundamental to the preference for adoption of a behavior
is key to the advancement of a successful behavioral outcome, in this case breastfeeding.
Although the IBM, with constructs of Theory of Reasoned Action and the Theory of
Planned Behavior, is well known to support understanding behavior and even health
behavior; it has yet to be used with breastfeeding intention of this population. Utilization
of this theory was a suitable and viable technique in guiding the selection of relevant data
and to ultimately propose explanations. As previously noted, the IBM framework was
used because it weighs on behavioral beliefs and use of intention, which made it
culturally relative to guide this study33. Additionally, the IBM notes behavioral intention
to be determined by attitude toward the behavior, perceived norm toward the behavior
and self-efficacy noted around behavior14,33. The IBM supports the idea that behavior is
also influenced by other factors, indicated as the external variables for this study14,33.
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Additionally, there is evidence for the IBM in predicting the initiation of breastfeeding in
several populations that included the AA population. IBM constructs were found to be
influential with breastfeeding initiation in a sample that included Caucasian, Hispanic and
African American Women, ages 18-45 years of age during their second and third
trimesters34. The use of the IBM therefore was vital in interpreting and proposing an
understanding of intention around breastfeeding for participants in this study.
External Variables
A variety of demographic characteristics have been reported in the literature with
differing relationships to breastfeeding behavior. Some demographic characteristics such
as education and socioeconomic status are essential variables because they may impact
the level of information exposure, thus they are accounted for with the sampling in this
study. Household composition (marital status) and employment status were also
considered with this study to serve as descriptive indicators of the population.
Mothers who are more educated with higher sources of income are more likely to
have exposure to and an understanding of the impact and importance around
breastfeeding15,35. More so, mothers with more education are also more likely to be
formally employed, which implies they can take maternity leave and may experience less
barriers to breastfeeding35. In the limited studies conducted on breastfeeding intention
with other population groups, education received specific to breastfeeding was a variable
impacting breastfeeding intent; likely this variable would provide the same influence for
this population35,36. Likewise, maternal education, marital status and employment level
have all been found to be influential variables with breastfeeding duration with mothers
in general and would likely be important for breastfeeding intention as well37. However,

10

education and employment status, both aspects of socioeconomic status, are controlled
for with the sampling of only low-income women; therefore, these two demographic
variables will only be described15,35,37. Other potential variables such as age, race
identification and primiparity are well documented to influence both breastfeeding
initiation and duration and are therefore, being accounted for with the participant
selection criteria35,36,37,38,39.
The external variables identified as salient for this study and that make-up part of
the framework (in addition to the demographic characteristics) are the social support
network and community resources. Some type of social support around the breastfeeding
behavior and interactions with community resources for all mothers has proved valuable
for both breastfeeding initiation and breastfeeding duration41,42. Support around
breastfeeding for the AA mother has shown to be valuable for breastfeeding initiation,
but at the same time social support has been reported as less likely to occur for these
same women24,40. Some qualitative studies interviewing AA women report incongruent
messages and a lack of availability from these support persons24,42,43. The available
support persons within the network most likely to be identified by the AA population
include the mothers’ significant other and health care professionals; however these
persons have also been noted to provide limited breastfeeding specific education and
mixed messages by supplying free formula23,24. This suggests the importance of social
support persons on new AA mothers’ beliefs and attitudes toward breastfeeding.
Household composition, implying marital status, is often an indicator of the social
support network and subsequently a potential indicator of the degree of perceived support
or help received from others. As noted above in demographics, it is an influential
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variable to breastfeeding behavior. In this study, the focus was on the social support
network as a whole, being influential to the breastfeeding intention. The premise is that
the social support network might also affect breastfeeding intention in this population.
Therefore, included as an external variable. Since the social support network will be
addressed, the marital status variable, which is related to the social support network,21
will only be described.
Community resources is noted as another salient external variable for the study. It
is assumed that specific community resources could lead to greater breastfeeding
intention among this population of women. When community sites or programs exist that
support the breastfeeding behavior, women are positively influenced through peer
support around this health behavior12,16,44. Communities that support the breastfeeding
behavior may also be able to help with potential barriers. For example, community
resources prior to and following delivery provide for a more seamless transition with
health behaviors12,16. Additionally, communities and community sites supporting
breastfeeding may also have resources and supports in place for persons making up the
social support network, which in turn may influence the woman’s decision around
breastfeeding6. It is therefore warranted to examine community resources further.
Explanatory Variables
To predict breastfeeding intention, the salient explanatory variables were attitudes
toward breastfeeding, subjective norms around breastfeeding and perceived self-control
with the behavior, identified as self-efficacy in this study. It is essential to note in this
review that although explanatory variables for women initiating breastfeeding have been
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reported, most of this research has not been inclusive to the population this study
addresses.
Breastfeeding Attitudes
Breastfeeding attitudes do exist that limit breastfeeding initiation or bring about
untimely breastfeeding discontinuance. The literature around breastfeeding attitudes is
quite limited with this population and is specific to breastfeeding initiation and
maintenance. In examining the literature, beliefs and attitudes around breastfeeding were
important and influential in breastfeeding behaviors and to initiation of breastfeeding.
The literature indicates beliefs specific to milk production including the belief of
perceived insufficient milk supply, leading to further beliefs that milk production was not
satisfactory to meet the needs of the infant6,8,10. When new mothers were concerned
about a lack of milk production, this was found to impede with both successful
breastfeeding initiation and duration7,10,11. The belief that breastfeeding is painful also
emerged from the literature. Pain associated with an improper latch has been highly
reported as an indicator to cease breastfeeding6,8,11,43. Additionally, the belief that
breastmilk may not satisfy the infant emerged. The idea of being able to ascertain infant
signs of adequate intake also emerged as a key indicator in feeding attitudes and
ultimately in effective breastfeeding initiation43,45, 46. When it was apparent that the
infant was satisfied from the breastmilk, the use of supplementation was less likely and
this led the mother to feel more confident15,42. These beliefs were consistent regardless of
race, age or socioeconomic status and although they were noted specific to initiation and
maintenance, it could be surmised they would influence breastfeeding intention in the
same way6,10,18,42.
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The attitudes and beliefs are often negative and thus provides more justification
for trying to understand how they influence intention to breastfeed. For example, it could
be speculated that work-related situations, such as an early return to work and lack of
parental leave, contribute to negative attitudes and are among the most important
limitations to breastfeeding intentions. Current research does propose a greater
expectation for returning to work, more immediately with this population and thus there
is a need to study these attitudes around the breastfeeding behavior35,37. Parental leave
arrangements are intended to improve the maternal-child bonding and wellbeing;
however, access to parental leave accommodations may fluctuate for the women and their
significant others in this population37. In addition to employment barriers, it has been
noted the idea of competing priorities with demands of additional children, the home,
school and a perceived lack of time for breastfeeding contribute to this overall sense of
“competition” and may influence the attitudes, norms and perceived self-efficacy around
the breastfeeding behavior38,39. African American women, especially those with a low
income, return to work earlier than do women in other racial/ethnic groups and are more
likely to experience challenges to breastfeeding, including inflexible work hours and a
lack of accommodations by employers that are supportive of breastfeeding practices;
potentially contributing to negative attitudes and the subjective norms around
breastfeeding40,42.
There are also situational and historical issues that may lead to negative attitudes
and beliefs toward breastfeeding for this population. It has been noted that although
public breastfeeding is an intended and supported practice with health regulating bodies,
AA women are reported to have a negative perception of this health behavior outside of a
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private space47. Many AA women consider this health behavior embarrassing or taboo
and express overall discomfort with breastfeeding45,46,47. Negative historical factors are
also associated with breastfeeding and have been shown to create unconscious biases
among African Americans, in general, that influence attitudes toward the behavior and
may impact the subjective norms within the community45. The breastfeeding behavior
has been observed in African American history as associated with slavery and
suppression, further complicating the contextualization around this health behavior45.
Given these situational and historical issues, it is not surprising this population has
reported negative attitudes toward the breastfeeding behaviors.
Breastfeeding Subjective Norms
When it comes to subjective norms, breastfeeding for AA women may be deemed
as likely to not be supported by those within the social network or the greater community.
African American women perceived social pressure from others to not engage in the
breastfeeding behavior, impacting their own attitudes and self-efficacy47. These
subjective norms emerge from foundational beliefs and emerge as a result of culture and
overall life experiences; some AA women have noted, that while they believe
breastfeeding is natural, it was still not regarded as culturally acceptable45,47. These
subjective norms have also emerged from an unsupportive breastfeeding climate which
has promoted the use of baby formula as the cultural norm47,48. Social support women
get from their social networks around breastfeeding, for example, and perceived
expectations around the breastfeeding behavior have been shown to have a significant
impact on whether these women will continue to exclusively breastfeed45,47,48. It is
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therefore likely that subjective norms about breastfeeding may contribute to intention,
which is an antecedent to breastfeeding initiation and duration.
Breastfeeding Perceived Self-Efficacy
African American women have shown to have high confidence in their selfefficacy around the breastfeeding behavior, but this self-efficacy was also enhanced for
those initiating the breastfeeding behavior (as opposed to initiating formula feeding) and
those who had a social network confirming this self-efficacy49,50. Self-efficacy is well
known to be a significant factor for all women who are successful with breastfeeding
initiation and breastfeeding duration15,37,46 and would likely be necessary for
breastfeeding intention. However, there is a lack of evidence on the influence of selfefficacy on intention to breastfeed.
Relationship among Attitudes, Subjective Norms, Self-Efficacy, and Intention
There is some evidence supporting the relationship among attitudes, subjective
norms, self-efficacy and breastfeed behavior; however, there is a paucity of evidence on
these variables’ influence on breastfeeding intentions in this population. Attitudes and
perceived norms around the breastfeeding behavior are reported in the literature as
influential to both breastfeeding initiation and breastfeeding duration and impact selfefficacy, but again the reports are limited for this population6,14,35,36,37. Further, negative
perceptions of breastfeeding in the AA community were found to influence the woman’s
attitude and self-efficacy and directly impact the AA woman’s decision to breastfeed45.
Societal attitudes overall were found to have a greater impact on a mother’s ability to
decide as to whether to initiate breastfeeding or to continue breastfeeding up to an initial
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period of six months and these attitudes were more likely to be negatively associated in
the AA communities1,47. This denotes the impact of a woman’s social environment,
which amplifies her attitudes on breastfeeding and directly impacts the woman’s
perceived self-efficacy with the breastfeeding behavior. There is also evidence
suggesting the importance of support. For example, African American women’s attitudes
towards the breastfeeding behavior were found to be enhanced through support groups,
one-on-one support and mentoring by health care practitioners, which ultimately
influenced self-efficacy44,48. With that being said, few studies have identified beliefs,
specific to the AA community, with the understanding these beliefs are likely to impact
the breastfeeding behavior of intention. Specific perceived norms for the AA population
have also yet to be fully addressed, justifying the need for this study content.
Summary
The outcome of intention to breastfeed has shown to be an effective indicator
leading to breastfeeding initiation for other groups of women24. Although there is a lack
of evidence surrounding breastfeeding intention with the AA community, it could be
surmised understanding the variables influencing intention, will be important before we
can support initiation and maintenance of the behavior.
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Chapter 3
Research Methods
Study Design
This predictive correlational study used a regression analysis to determine the
significance of the selected external variables and explanatory variables on breastfeeding
intention. This approach allowed for a better understanding of the breastfeeding behavior
for AA women. The research plan, including the methodology, study participants,
procedures, analysis method and ethical concerns are also primary components of this
chapter.
Study Sample and Selection
The target population for this was study was AA, low-income women in the
emerging adult age group and in their last trimester of their first pregnancy. The decision
to be inclusive of the last trimester time frame was based on the proximity to making the
infant feeding decision, congruent with the IBM model noting that behavior intention is
more accurate, the closer it is observed to the behavior implementation14. A crosssectional, convenience sample was used to recruit participants that met the eligibility
criteria from Black Infant Health (BIH) and BreastfeedLA in Southern California. All
participants were screened for eligibility based on the following inclusion criteria: must
a) be women who are in their last trimester of pregnancy; b) be in emerging adulthood
(18-30 years of age); c) represent themselves as African American; d) live at or below the
U.S. poverty line (determined by Women, Infants & Children (WIC) eligibility); and e)
be primiparous. Participants were excluded if they: a) had a chronic infectious disease
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where breastfeeding is contraindicated (HIV, T-cell lymphotropic virus, Ebola, Hepatitis
C) or needed to take a medication that is contraindicated with breastfeeding
(Antineoplastics, Drugs of abuse, Some anticonvulsants, Sulfa drugs)51. Additionally,
infant related conditions (known in-utero) that may interfere with breastfeeding or
influence the infant feeding decision (ex. cleft palate, heart defect, neurologic sequela,
etc.) were also excluded51. Primiparity and low-income status are known to be influential
determinants of breastfeeding intention for all mothers and were controlled for through
the sample selection process52,53. Women of child-bearing age can include a wide age
range, also creating potential differences in matureness, that may impact health decisions.
In addition to this age group being a common population for reduced breastfeeding rates,
targeting only one stage of development (emerging adulthood) also controlled for some
consistency with the level of maturity. Emerging adulthood is its own distinct period
where persons are becoming independent and peers are more likely to influence health
behavior decisions, which may also impact social support and norms, influencing
breastfeeding intention52,53,54.
There is little guidance in the literature concerning appropriate size of a predictive
correlational study. Although a larger sample size is often valued, several factors were
considered in deciding the research sample size52,53. One consideration was the
homogeneity of the population, indicating when the population is relatively homogenous
with respect to the characteristics, as in our case with selected participant criteria (race,
age of participant, socioeconomic status, gestational age and primiparity); a small sample
may be adequate52,53. Additionally, the number of variables and sensitivity of the
measures impact the sample size, where some advocate somewhere between 10-20
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subjects per variable or others advocate five times the number of variables, to accurately
calculate power for later clinical trials53,55,56,57. Thus for 6 variables in analysis and to
measure proportions of women who intend to breastfeed with a margin of error of no
more than 0.15, under worst-case standard error; a sample size of 60 subjects was found
to yield a margin of error of 0.1453,55,56. To further support this, the established measures
used have proven to be sensitive in their ability to measure the identified concepts, also
validating our sample size. Our sample of 60 subjects met the identified criteria for
sample estimate effect size. A power analysis will be conducted for the primary aim(s) in
the future, larger study.
Participant Recruitment and Enrollment
Participants were initially recruited through personal contact and through the
Facebook pages of BreastfeedLA and the Orange County Breastfeeding Coalition. The
"flyer" posted on both sites indicated the reason for the study, study criteria and contact
information for the principal investigator (See Flyer in Appendices). The potential
participants were provided a phone number to call or text if they were interested in the
study and were interviewed by telephone to assess preliminary eligibility criteria. These
methods were initially chosen as evidence supported the use of social media, specifically
Facebook, as a means to reach the emerging adulthood population58,59. Historically, this
population has been harder to reach due to high mobility and social media is a platform
trusted and well used by the emerging adult group59,60. Additionally, the use of social
media platforms allows for ease of connecting and sharing information more broadly to
intended audiences59,60,61. However, recruitment from only these methods was slower
than anticipated and did not result in the sample size needed. As noted, the slow
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enrollment was approached by continual monitoring of the enrollment process and
making adjustments to maximize participation. Additionally, slow enrollment was
reviewed based on the reasons why participants were not able to enroll, which was
primarily due to not meeting the gestational age criteria. This spurred an IRB revision,
approved by the committee members, to change the inclusion criteria from the last month
of pregnancy to the last trimester of pregnancy. An additional recruitment method was
added with the community partner of Black Infant Health in both Long Beach, California
and Los Angeles, California (See Letter of Support in Appendices). The PI was available
to be on-site at Black Infant Health with flyers, provided potential participants with
recruitment information and was able to verify preliminary eligibility. The recruitment
plan for solely African American women was indicative of the current disparity in
breastfeeding establishment within this population and additionally supported the current
infant health inequities associated with a lack of breastfeeding in this population.
Participants were able to self-identify with the characteristics required for the study and
ultimately sixty participants were recruited and completed the study. Recruitment
spanned a year time frame for completion overall, but once connected with Black Infant
Health as a recruitment partner, full recruitment was completed in three months.
Once preliminary criteria were met, the PI and the participant set-up a meeting at
a mutual site (per the participant request) to obtain the consent for participation in the
study. After the partnership with Black Infant Health for recruitment, consent and study
completion occurred at one time. Privacy was addressed by meeting in a space where the
participant was comfortable to complete the tools. Additionally, confidentiality was
maintained as the information was collected. As noted, the slow enrollment was
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approached by continual monitoring of the enrollment process and making adjustments to
maximize participation, as was done with the addition of Black Infant Health.
Protection of Human Subjects
Willingness to participate in the current study was verified through both verbal
and written consent from the participants prior to implementation of the study
instruments (See Consent in Appendices). The participants had the opportunity to not
complete or answer all instruments of the study. Approval for the study was obtained
from the University of Nebraska Medical Center’s Institutional Review Board (IRB #
724-18-EP) prior to implementation of the study (See IRB Letter in Appendices). A brief
overview of the study, including contact information for the PI was provided for any
interested participants. No individual identifying information was obtained to allow for
confidentiality when reporting. Participants were reminded of the potential benefits this
research may have for the future of mother and baby outcomes. Participants were also
reminded of the minimal to no risk associated with adherence to this study. The
participants were given a five-dollar Target gift card upon completion of the survey
instruments to compensate for their time to/from the study site and for their time during
the survey completion. Financial incentives have been found to be motivating for
potential participants with recruitment and have been noted as an approach that
acknowledges participants for their time and effort62. Specifically, reasonable use of
financial incentives has been found to contribute to minority participation without using
coercion and affirming participants’ value and the importance of their time and effort62,63.
Some type of incentive has also been shown to equalize the burden placed on
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participants, specifically minority participants in relation to time and travel for
participation63,64.
Participants were also reminded and given a copy of the educational institution’s
Rights of Participants as part of the consent form. To address the potential loss of
confidentiality, all research materials were only handled by the PI and were linked with
the data files by ID code only to assure anonymity. In addition, the participants’ consent
forms were kept in a locked file separate from the other study materials. All data
collected using the subject ID numbers and paper forms were stored in a locked filing
cabinet in the PI’s office.
In addition, The American Nurse Code of Ethics, a noble and ethical code of
conduct set forth by the American Nurses Association, was adhered to as well (See Code
of Ethics in Appendices). This author strived to report all research findings accurately
and without intentional bias.
Data Collection, Management and Analysis
Instruments were completed as a one-time occurrence, at a site convenient for the
participant and mutually agreed upon. This was most often at the Black Infant Health
services office. The PI collected data from the outlined measures via paper/pencil and
once the instruments were completed, the information was added to the study database by
the PI. The study variables including the instruments used are further described here.
Instruments used for data collection in terms of alpha values, number of items and
estimated time to complete are in Table 1.
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Table 1: Study Variables and Instruments. *Alphas for the current study.

Demographic Variables
The demographic profile, including factors that may have influenced the
participants’ answers were identified as age, education, marital status and professional or
employment status. Participants were asked to indicate their age, in years. Participants
were asked to indicate their highest degree or level of education completed with options
for year in high school, year in college, and post-college. For current household status,
participants were asked to indicate if they were single (never married), single never
married, but in a partnership (living a majority of the time in separate households), single
never married, but in a partnership (live the majority of the time in the same household),
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married, widowed, or divorced. Participants were asked about their professional or
employment status, including the main job/type of work and where they currently spend
most of their time for a job/work. The participants were given seven options for
employment options, including managerial/professional work, technical/sales work,
administrative support work, service work, precision production/craft/repair work,
operator/fabricator/laborer work and not working. Each option included a definition
using specific work titles that may be within each category. Additionally, participants
had an eighth option of “other” with a space to write-in an area of employment/work, if
not indicated in the list provided. These four items took approximately up to four
minutes for completion.
External Variables: Social Support Network and Community Resources
For the external variable of social support network, participants were asked to
check which people they had who would help them to breastfeed. The explanation was
given to participants that this could be a person available to do housework or other baby
cares to allow the participant time to breastfeed. There were 5 potential support persons
listed and participants had the option to choose as many persons as applicable. The
provided support persons included spouse/significant other/boyfriend, mother,
grandmother, girlfriend, or a nurse at a specific location. There was a sixth option noted
as “other” with space to note whom that person was. The total number was determined
based on participant responses, and all “marked” responses were added together to
calculate a total score. Completion of the social support network took approximately up
to one minute for completion of the measure.
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A study-devised checklist format was used for participants to indicate which
community resources were used. Participants were asked to identify community
resources that they had used during the current pregnancy related to information around
infant feeding and were able to check multiple options. There were seven potential
community resource options including healthcare provider/OBGYN/Midwife,
community health center, hospital-based classes, private community classes,
Internet/online/mobile resources, information from a family member/friend and books.
There was an eighth option listed as “other” with a space for notation if the previous
options did not capture their use of resources. The first seven options also probed for
specific comments if indicating use as a community resource, for example, if noting
hospital-based classes, the participant was asked to list the site, if the participant listed
family member/friend, the participant was asked to indicate the relationship. The total
number was determined based on participant responses, and all “marked” responses were
added together to calculate a total score. Completion of the community resources
checklist took approximately up to one minute for completion.
Explanatory Variables
Breastfeeding Attitude. The explanatory variable of Breastfeeding Attitudes
was measured with the Iowa Infant Feeding Attitude Scale (IIFAS). This scale was
designed to cover various attitude dimensions of infant feeding with some questions
written concerning the costs of infant feeding (Formula feeding is more expensive than
breastfeeding), nutrition (Breast milk is the ideal food for babies), convenience (Formula
feeding is preferred if returning to work) and infant bonding (Breastfeeding increased
mother-infant bonding). When completing the scale, respondents were asked to indicate
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their agreement with each statement on a 5-point Likert scale from “strongly disagree” to
“strongly agree.” The scale included 17 items, with half of the questions favorable
toward breastfeeding and the others favorable toward formula use. This scale took
approximately up to twenty minutes to complete for the participants. The total scale
score was calculated by summing the responses for the 17 items. With the seventeen
items on the IIFAS and the use of a five-point Likert scale, scores may range from 17-85
(higher scores reflecting a positive attitude towards breastfeeding).
Previous studies support the validity of the IIFAS in assessing attitudes towards
infant feeding methods65. Construct validity was assessed by high correlations with
measures of similar constructs65. Predictive validity was found as women’s attitudes
toward the chosen feeding method was correlated to their infant feeding method in the
postpartum period65. The scale provides a valid assessment of attitudes toward the infant
feeding method and was able to differentiate between women who planned to breastfeed
their infants versus those who planned to formula feed65. Although the developers of the
scale reported an alpha value of .85-.86, The Cronbach’s alpha statistic was 0.672 for this
study sample.
Breastfeeding Subjective Norms. The norms measure was devised following
the guidelines of Azjen14. In the scale, participants were asked if most African American
people in the community approved or disapproved of the breastfeeding behavior with
potential responses using a Likert type scale with values from strongly disagree (-3) to
strongly agree (3). Participants were also asked if most African American women in the
community performed the breastfeeding behavior and if they (as the participants) were
motivated to do what most African American persons in the community thought they
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should do regarding the infant feeding decision. Again, participants had potential
responses using a Likert type scale with values from strongly disagree (-3) to strongly
agree (3). The measure for subjective norms included four items, taking participants up
to five minutes for completion. The subjective norms variable was initially created by
combining all 4 variables, but the motivation item did not correlate with the other three,
so this item was removed. The composite score for subjective norms was subsequently
created by combining 3 (of the 4), scales by adding them together (after the disapprove
item was reverse scored). The Cronbach’s alpha statistic was 0.71 for the remaining
three variables, indicating an acceptable level for internal consistency.
Perceived Breastfeeding Self-efficacy. The explanatory variable of perceived
self-efficacy was measured using the Breastfeeding Self-Efficacy Scale Short-Form
(BSES-SF). The BSES-SF was used to assess breastfeeding confidence among mothers
intending to breastfeed and has had extensive use and evaluation in a wide variety of
settings and populations66,67. It consisted of 14 items intended to measure the
participant’s perceived ability to breastfeed her infant. All items were preceded by the
phrase “I can always…” and used a five-point Likert scale for rating from 1 (“not at all
confident”) to 5 (“always confident”). The total scale score was calculated by summing
responses for the 14 items. With the fourteen items on the BSES-SF and the use of a
five-point Likert scale, scores may range from 14-70 (higher scores indicating confidence
with breastfeeding), the participants were overall confident with the breastfeeding
behavior with a mean around 51. This scale took participants approximately up to fifteen
minutes to complete.

28

Content validity for the 14 item BSES-SF was judged by a panel of experts and
obtained through qualitative interviews66. Predictive validity was demonstrated through
positive correlations between BSES-SF scores and infant feeding patterns at 6 weeks
postpartum and through significant mean differences between breastfeeding and bottlefeeding mothers at 4 and 8 weeks postpartum67. Construct validity was assessed using
factor analysis, comparison of contrasted groups and correlations with measures of
similar constructs66,67. The developers of the scale reported alpha values of 0.96.
Consistently, the Cronbach’s alpha statistic of 0.93 in this study with the BSES-SF,
indicates a high internal reliability among the fourteen items. These values indicate this
tool would be appropriate in determining self-efficacy for the breastfeeding behavior for
this population.
Intention to Breastfeed. The intention measure was devised following the
guidelines of Azjen14. The measure for intention included one item, taking participants
approximately two minutes for completion. Participants were asked if they intended to
breastfeed with potential responses on a Likert type scale from very unlikely (-3) to very
likely (3). For analysis, breastfeeding intention, the dependent variable, was described as
dichotomous (due to the limited spread of answers throughout the available responses);
indicating participants who answered 3 (very likely) or those answering less than 3
(indicating some hesitancy) to the intention of breastfeeding. All tools used for the
demographic, external and explanatory variables are listed in the appendices. (See
Demographic Profile and Instruments in Appendices).
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Data Management and Analysis
Data management was overseen by the PI through both data collection and
entering data into an Excel (2019) document. During the data entering process, no
missing data were noted, and all entries were verified, referring back to the participant
surveys, identified with an anonymous study ID code. A regression analysis, specifically
logistic regression, was conducted to evaluate whether attitudes, subjective norms, or
perceived self-efficacy most notably influenced breastfeeding intention and whether these
explanatory variables influenced breastfeeding intention over and above the effects of the
selected external variables (social support network and community resources). In the
statistical model, breastfeeding intention was treated as the dependent variable. The
external variables that designate demographics (age, education, marital status and
employment status) were described but were not included with the analysis. To address
the aim, the external variables (social support network and community resources) and the
scores of the explanatory variables (attitudes, perceived norms, perceived self-efficacy)
were entered into the regression model, to determine statistical significance.
The intent of this analysis was to produce results that would indicate significant
predictors of breastfeeding intention for the identified population. The decision rule for
analysis for this study was based on previous literature 37,41,68 indicating known findings
for some of the demographic variables and unknown findings for others as well as high
correlations with some variables that will be controlled for with the sampling process.
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Chapter 4
Results
IBM SPSS Statistics (2017) software version 25 was used to analyze the data.
Both descriptive and inferential statistics such as frequency distribution, mean, median,
standard deviation and regression were used to determine results of the study.
Characteristics of Sample
The sample was inclusive to 60 participants identifying as both women and
African American. The participants ranged in age from 18-30 years, the mean age was
26.5 years (SD= 3.9), while the median and mode year were 28.5 and 30 years,
respectively (See Table 2 and Figure 2).

Table 2: Descriptive Statistic of Age.

Statistics
Age
N

Valid
Missing

Mean
Median
Mode
Std. Deviation
Minimum
Maximum

60
0
26.47
28.50
30
3.877
18
30
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Figure 2: Histogram Distribution for Age. This appears to be left skewed as most of
the respondents were around 30 years of age.

See Table 3 for other sample characteristics. The mean educational level for
participants was 12.8 years (SD= 1.8), indicating the average participant had completed
high school and possibly some college. Marital status varied: 22.8% of the participants
were single, never married; 20.7% were married and 21.7% were single, never married,
but in some type of partnership. Working status also varied: 21.7% of the participants
were not working, 15.2% identified their professional or employment status as “other”,
often citing school as the indicator and 14.1% and 21.7% indicated they worked in the
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service field or as administrative support, respectively. As noted in the inclusion criteria
previously, all participants were also WIC eligible and primiparous. Also as previously
mentioned, participants were not included if they reported any of the exclusionary
criteria. The participation agreement rate was extremely high at 98.9% with one refusal
to participate due to time constraints. A more common reason for inability to participate
was due to potential participants not meeting initial inclusion guidelines with 28.2% not
meeting selection criteria. Of the participants not meeting selection criteria, the most
common reason was due to not being in the last month of pregnancy. This was identified
as a potential barrier to completion of the study and an IRB revision was then completed
and approved to change the criterion to women in their last trimester of pregnancy.
Additionally, of the participants not meeting selection criteria, 30.7% were ineligible due
to being outside of the emerging adult age range of 18-30 years, 19.2% were not
primiparous, 15.4% were not WIC eligible or did not know their status to self-identify in
this way and 11.5% did not identify as African American. Of the potential participants
not meeting selection criteria, 57.7% were excluded, based on more than one of the
previously listed criteria.

33

Table 3: Demographic Characteristics. Characteristics as reported by participants (N=60).

CHARACTERISTICS
GENDER
FEMALE
RACE
AFRICAN AMERICAN
LIVING SITUATION
SINGLE
SINGLE NEVER MARRIED, IN PARTNERSHIP, LIVE SEPARATELY
SINGLE NEVER MARRIED, IN PARTNERSHIP, LIVE TOGETHER
MARRIED
WIDOWED
DIVORCED
EMPLOYMENT STATUS
MANAGERIAL/
PROFESSIONAL
TECHNICAL/SALES
ADMINSTRATIVE SUPPORT
SERVICE WORK
PRECISION/PRODUCTION/
CRAFT/REPAIR
OPERATOR/FABRICATOR/
LABORER WORK
OTHER
NOT WORKING
EDUCATIONAL STATUS
HS YEAR 1
HS YEAR 2
HS YEAR 3
HS YEAR 4
COLLEGE YEAR 1
COLLEGE YEAR 2
COLLEGE YEAR 3
COLLEGE YEAR 4
POST-COLLEGE/OTHER

N

%

60

100

60

100

20
6
13
18
0
3

33.3
10
21.7
30
0
5

6

10

1
14
7
0

1.6
23.3
11.6
0

0

0

13
19

21.6
31.6

4
0
3
17
23
4
4
3
2

6.7
0
5.0
28.3
38.3
6.7
6.7
5.0
3.3
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Descriptions of External and Explanatory Variable Measures
The means, standard deviations and ranges are provided below and in Table 4 for
the main variables in the study.

Table 4: Participant Characteristics and Descriptive Statistics.
Variable

Mean (SD) or n (%)

Age

26.5 (3.9)

Self-efficacy

51.3 (11.8)

Attitude

55.8 (8.1)

Social support network

2.1 (1)

Community resources

2.6 (1.6)

Subjective norms

4 (3.9)

Breast feeding intention

2.3 (1.4)

Very Likely to Breastfeed
No

20 (33.3%)

Yes

40 (66.7%)
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Descriptions of External Variable Measures
Social Support Network
The mean for the social support network was 2.1 (SD=1), indicating on average,
participants noted two persons within their social support network. The means, standard
deviations and ranges for the individual items are in Table 5.

Table 5: Social Support Table.
Social Support Network

M

SD

Range

Spouse/Significant Other/Boyfriend 0.75 0.44 0-1
Mother

0.6

0.5

0-1

Grandmother

0.22 0.42 0-1

Girlfriend

0.22 0.42 0-1

Nurse/HCP

0.01 0.25 0-1

Other

0.27 0.45 0-1

Seventy-five percent of the participants reported a significant other/spouse or
boyfriend as a member of their social support network. Sixty percent of the participants
reported their own mothers as part of their social support network. They were least likely
to select a health care professional, such as a nurse as a part of their social support
network, with only 1% choosing this option. It is worth noting, 27% (SD=0.45) included
the “other” category and 94% of these respondents wrote-in an identified support person.
Of the write-in persons, 33.3% of the time this was a sibling and 26.7% of the time it was
noted to be an agency (WIC and BIH were identified). The other support measures noted
were friends and other family members (Aunt, Cousins, Nieces) at both 20% of the time.
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Community Resources
As a whole, the mean for community resources was 2.6 (SD=1.6), indicating
participants on average, noted somewhere between two and three community resources
being used. The means, standard deviations and ranges for the individual items are in
Table 6.

Table 6: Community Resources Table.
Community Resources

M

SD

Range

HCP/OBGYN/Midwife

0.78 0.42 1-8

Community Health Center

0.32 0.5

Hospital Based Classes

0.17 0.38 1-8

Private Community Classes

0.15 0.36 1-8

Internet or Online/Mobile Resources

0.37 0.49 1-8

1-8

Information from a Family Member/Friend 0.37 0.49 1-8
Books

0.27 0.45 1-8

Other

0.22 0.42 1-8

A little more than 78% of participants noted they had used a community resource
during this pregnancy, such as a healthcare provider/OBGYN/Midwife for information
around infant feeding practices. In addition, 36.7% of participants said they had used
online/mobile resources and 36.7% had reported using information from a family
member or friend, most notably the significant other, when reported. The participants
were least likely to use hospital-based classes or private community classes to garner this
information with only 16.7% and 15% reporting these uses, respectively.
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Descriptions of Explanatory Variable Measures
Breastfeeding Attitudes
For this sample, the mean for breastfeeding attitudes was 55.8 (SD= 8.1), as
answered by participants, meaning they were overall more favorable toward
breastfeeding. The means, standard deviations, and range of scores for the individual
items are in Table 7.

Table 7: IIFAS Scale Results. *Inversely scored.

Participants in this study scored most favorable to breastfeeding in the areas of its
importance to mother-infant bonding (M=4.48, SD=0.97), cost effectiveness (M=4.48,
SD=0.95) and the nutritional benefits of breastmilk (*M=2.72, SD=1.13). Participants in
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this study were not as likely to view public breastfeeding as shameful or negative
(*M=2.13, SD=1.19). However, participants were likely to feel that breastfeeding would
interfere with some lifestyle choices, such as occasional alcohol use (*M=4.05,
SD=1.23). The average total score of the scale was 55.8 (SD=8.1), as answered by
participants. The total IIFAS score can range from 17 to 85 with higher scores reflecting
a more positive attitude towards breastfeeding. The total IIFAS scores can be further
categorized into groups: 1) positive to breastfeeding (score 70-85), 2) neutral to
breastfeeding (score 49-69) and positive to formula feeding (score 17-48).
Subjective Norms
The mean for subjective norms was 4 (SD=3.9), as answered by participants. The
means, standard deviations, and range of scores for the individual items are in Table 8.

Table 8: Subjective Norms Scale Results.
M
Question 1 1.82

SD

Range of Scores

1.55 -3-3

Question 2 -1.03 1.59 -3-3
Question 3 1.12

1.71 -3-3

Question 4 0.18

2.07 -3-3

Almost 82% (M=1.82, SD=1.55) of the respondents reported they believed most African
American people in their community approved of the breastfeeding behavior, which was
validated with only about 15% (M= -1.03, SD=1.59) of the respondents believing most
African American persons in their community would disapprove of the behavior.
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Seventy percent (M=1.12, SD=1.71) of the respondents believed that most African
American women in their community would perform the breastfeeding behavior and 43%
(M=0.18, SD=2.07) of the respondents reported being motivated to do what most African
American persons in their community thought they should do in regard to infant feeding.
All scales were based on the responses of -3 to 3, indicating strongly disagree to strongly
agree, respectively.
Breastfeeding Self-Efficacy
The mean for breastfeeding self-efficacy was 51.3 (SD=11.8), as answered by the
participants. The means, standard deviations, and range of scores for the individual items
are in Table 9.

Table 9: Breastfeeding Self-Efficacy Scale Results.
M

SD

Range of Scores

Question 1

3.45

0.98

1-5

Question 2

3.68

1.11

1-5

Question 3

3.6

1.18

1-5

Question 4

3.72

1.19

1-5

Question 5

3.65

1.15

1-5

Question 6

3.38

1.15

1-5

Question 7

3.43

1.31

1-5

Question 8

4.05

1.25

1-5

Question 9

3.43

1.2

1-5

Question 10 4

1.10

1-5

Question 11 3.58

1.17

1-5

Question 12 3.78

1.09

1-5

Question 13 3.83

1.15

1-5

Question 14 3.63

1.07

1-5

Total Score

51.28 11.84 14-70
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Respondents on this scale were most likely to feel confident and a comfortability
breastfeeding with family members present (M=4.05, SD=1.25) and with being able to
deal with the fact that breastfeeding can be time consuming (M=4, SD 1.10). These
respondents were least likely to feel confident with being able to determine satiety for the
baby with breastfeeding (M=3.45, SD=0.98). Additionally, these respondents were not
as likely to feel confident with breastfeeding a crying baby (M=3.38, SD=1.15), not as
likely to feel confident about the continuation of breastfeeding (M=3.43, SD=1.31) and
not as likely to feel confident in feeling satisfied with the breastfeeding experience
(M=3.43, SD=1.31). The average total score of the scale was 51.28 (SD=11.8), as
answered by participants and the total BSES-SF score can range from 14 to 70 with
higher scores reflective of greater levels of breastfeeding self-efficacy. There has only
been one study done to further classify the ranges for a cut-off point and this was done
with Japanese women69. The findings from this study indicated a cut-off point of at least
50. The BSES-SF for this study was noted to be an independent predictor of increased
odds of breastfeeding intention.
Results Addressing Aim
The aim of this study was to examine the relationship between the external
variables (sum of total number of persons in social support network providing support
and sum of total number of community resources) and the explanatory variables
(attitudes, norms, and perceived self-efficacy) and intention to breastfeed among AA,
low-income, emerging adult women pregnant for first-time.
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Logistic Regression
Logistic regression was a well-suited analytical technique for assessing and
describing the outcome variable of intention to breastfeed. This technique was best for
testing the association between the selected predictor variables and the outcome variable.
It was important to include for this population, in order to assess which variables may be
more influential to intention of the breastfeeding behavior, as limited information exists.
As noted on the outcome variable, there were few responses outside of the I intend to
breastfeed “likely” and “very likely” responses. With the limited responses spread
throughout the remaining five available responses, it was beneficial to make the outcome
variable dichotomous with a yes/no option (indicated by “very likely” and all other
responses). It was concluded that an answer outside of “very likely” indicated some type
of hesitation around breastfeeding intention and without the dichotomization, it would be
difficult to make any inferences70,71. Using this method allowed for the eventual creation
of an adjusted model indicating the variables most closely associated (positively and
negatively) with the outcome of breastfeeding intention, an important precursor to the
breastfeeding behavior.
Unadjusted Model Results
The following model displays the unadjusted analysis of the association between
each variable and breastfeeding intention. Breastfeeding intention as the dependent
variable was described as dichotomous, indicating participants who answered 3 (very
likely) or those answering less than 3 (indicating some hesitancy) to the intention of
breastfeeding (See Table 10).

42

Table 10: Unadjusted Model Results.
Variable

OR_CI

P

BSES

1.12 (1.04 - 1.21)

0.003

IIFAS

0.98 (0.91 – 1.05)

0.504

SS Network

1.33 (0.74 - 2.42)

0.340

Community Resources

0.95 (0.68 - 1.34)

0.770

Subjective Norms

1.22 (1.04 - 1.42)

0.014

Adjusted Model Results
The final model displays the adjusted analysis with variables most associated with
breastfeeding intention (3 vs. <3). The final model shows that breast feeding self-efficacy
(BSES-SF) is the one statistically significant independent predictor of increased odds of
breastfeeding intention. Although not statistically significant, subjective norms had a pvalue approaching significance at 0.06 (See Table 11).
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Table 11: Adjusted Model Results.
Variable

OR_CI

P

Breastfeeding Self-Efficacy (BSES-SF)

1.15 (1.05 - 1.26)

0.003

Breastfeeding Attitudes (IIFAS)

0.99 (0.89 -1.09)

0.789

Social Support Network

1.68 (0.81 - 3.48)

0.162

Community Resources

0.72 (0.46 - 1.12)

0.147

Subjective Norms

1.23 (0.99 - 1.54)

0.064
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Chapter 5
Discussion
Research that examines culturally relevant variables, specific to African American
women, influencing breastfeeding intention is limited. However, it is imperative as a
health disparity exists, that this is examined as part of our efforts toward health equity.
This study sought to address the existing gap by focusing on a sample of 60 AA women,
using a regression analysis to determine the significance of the selected variables with the
intention to breastfeed. The purpose of this quantitative predictive study was to predict
the behavior intention of breastfeeding, which will ultimately inform healthcare practice.
A central premise was that intent to breastfeed leads to initiation of the behavior;
therefore, understanding intention was first warranted. It was important to understand the
explanatory variables (attitude, norms, perceived self-efficacy) related to intention of
breastfeeding among AA, low income, new mothers. This understanding of explanatory
variables was coupled with an awareness of how intention of breastfeeding was also
impacted by selected external variables (social support network and community
resources). The understanding of how these explanatory and external variables impact
intention will guide a tailored intervention towards supporting breastfeeding intention, in
hopes of ultimately increasing establishment of the breastfeeding behavior among the AA
population. To examine this, the following specific aim was proposed:

Aim 1: To examine the relationship between the external variables (social
support network and community resources) and the explanatory variables (attitudes,
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norms, and perceived self-efficacy) and intention to breastfeed among AA, low-income,
first-time mothers in emerging adulthood.

In relation to the aim, the results of this study demonstrate that one explanatory
variable, breastfeeding self-efficacy, was influential to breast feeding intention in this
sample of AA new mothers (based on the adjusted model). African American women in
this study were most likely to feel confident and a comfortability breastfeeding with
family members present and with being able to deal with the fact that breastfeeding can
be time consuming. This somewhat differs from previous literature, which indicates this
population often has a negative view of breastfeeding in public or without a private
space10,11,16,18. These women were least likely to feel confident with being able to
determine satiety for the baby with breastfeeding which is also consistent with previous
literature as a fear of women, in general; with perceptions of not having enough
milk10,11,16,37. Additionally, these women were not as likely to feel confident with
breastfeeding a crying baby, not as likely to feel confident about the continuation of
breastfeeding and not as likely to feel confident in feeling satisfied with the breastfeeding
experience. The unveiling of this content may indicate areas where healthcare providers
can focus their conversation around supporting self-efficacy for breastfeeding.

African American women in this study indicated greater self-efficacy for the
behavior based on responses to breastfeeding self-efficacy. In addition, because
breastfeeding self-efficacy was noted to be statistically significant for predicting intention
to breastfeed; targeting self-efficacy for future interventional research, using a power
analysis is paramount. This breastfeeding self-efficacy scale is a straight-forward
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instrument that could be implemented quickly and in a cost-effective way to determine
those with higher/lower self-efficacy. Using this as a precursor to breastfeeding
intention, individuals could quickly be targeted with interventions to support the
breastfeeding behavior.

When one examines the responses to individual items in the questionnaire, one
has a greater understanding of these women. A considerable number of AA women in
the study also noted garnering information from remote/online resources, so the delivery
method of this instrument should be examined as well. It may be pertinent to also
consider how health care providers can collaborate more effectively with this population,
to be seen as a member of the overall social network in supporting self-efficacy around
the breastfeeding behavior.

In addition, it is interesting to examine responses about significant persons in their
networks. The social support 1 (spouse, significant other, boyfriend) and social support 6
(“other”- sibling, agency, aunt cousin) persons were most often noted as members of the
social support network. With this information, it seems imperative that these noted
support persons be included with breastfeeding education delivery. It may also be of
value to seek questions/concerns around breastfeeding intention directly from these
individuals of the social support network, in addition to the AA woman. Other persons
were also noted as part of the social support network, including the woman’s mother and
on average the AA women noted two persons as the make-up of their social support
network; indicating the importance of asking the woman to identify her own social
support network that will provide support around breastfeeding intention. In the event
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family or friends are not available as part of the social support network, building a
trusting relationship with an HCP or community health center may also be impactful
around support for breastfeeding intention.

Interestingly, most of the AA women were age 30, although the study was open to
ages 18-30. It could be surmised that those in the lower age range of emerging
adulthood, may still be living at home or provided resources as dependents. Possibly,
those in the older age range of the emerging adulthood are more likely to be independent
and seeking resources such as Black Infant Health, where most of the women were
recruited from. Additionally, there was some word-of-mouth that occurred by the women
themselves, so snowballing of participants around the same age may have occurred. Also
interesting is that the hospital-based classes were not likely to be chosen as a community
resource to garner breastfeeding information. It may be that this population tends to
associate a hospital site with “sick care” as opposed to health promotion type of classes.
It may also be a factor that many of the traditional hospital-based classes were built
around delivery for target groups that did not include this population. These classes may
have been delivered at times or days that were not accessible for those working outside of
the home or without childcare. Additionally, the classes may have been initially
developed to support the more traditional nuclear family and those that do not fit this
mold, may not feel comfortable attending.
Most AA women in this study reported using some type of community health site
or HCP as a resource around infant feeding, but they were not as likely to include the
HCP as a member of their social support network for breastfeeding. These women may
have been more likely to report using a community health site, as most of the survey
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completions took place at BIH, which could be considered a community health site.
These findings are congruent with previous literature and although previous studies show
a general trust by AA communities of their community health sites; some sites, such as
WIC have been described as providing AA women with mixed messages around the
breastfeeding behavior16,17. The women in this study were least likely to use hospitalbased classes and private community classes to garner information on breastfeeding, also
consistent with previous studies.
Responses varied around breastfeeding attitudes, as some were consistent with
previous literature, and some provided new opportunities for insight, with this population.
Overall, the women in this study were more favorable to the breastfeeding behavior. The
AA women in this study noted breastfeeding to be most important for mother-infant
bonding, as a means for cost effectiveness and due to its nutritional value. Contrary to
previous literature, AA women in this study were not as likely to view public
breastfeeding as shameful or negative, indicating a potential shift in attitudes toward the
breastfeeding behavior. Similar to previous literature, the women in this study were
likely to feel that breastfeeding would interfere with some lifestyle choices, such as
occasional alcohol use, supporting the circulating idea that breastfeeding may be viewed
as restricting or not compatible with other lifestyle choices8,10,11,16. Overall, the AA
women in this study would be neutral to the breastfeeding behavior, based on responses
to breastfeeding attitudes. These results are important to note, as healthcare professionals
may work to focus educational content in these areas or use these concepts to start a
conversation with this population on the breastfeeding behavior.
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Somewhat varied from previous accounts, the AA women viewed breastfeeding
overall as a norm and as a positive behavior with less than half of the responses
supporting the need to do what the community members might deem as appropriate.
These scores may have also been high due to response bias, as the women knew the study
was focused on breastfeeding and possibly responded how they thought they should
respond rather than how they might have otherwise. However, the continued importance
these women noted around breastfeeding should not be ignored and rather should be
highlighted as part of the infant feeding education and support mechanisms provided to
AA women.
In relation to the norms, a very high number of women in this study reported they
believed most AA people in their community approved of the breastfeeding behavior and
would perform the breastfeeding behavior. As mentioned, less than half of the women in
this study reported being motivated to do what they perceived the community thought
they should do around infant feeding. This information is valuable as it entertains the
idea that internal motivation may play a large role with breastfeeding intention for many
women in this population. This is also valuable to note as some literature has indicated
health care providers may assume this population does not plan to breastfeed and mold
their education and health care delivery around this idea24,48. These results are similar to
women in other race categories, and health care provider interactions should mirror the
infant feeding platforms provided to other groups.
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Limitations of study
Sample and Generalizability
Limitations of the current study include the inclusion criteria and the convenience
sample. Restrictions were placed on the women in this study, including age, primiparity
and socioeconomic status. Therefore, the responses of these AA women are relevant
only to their prescribed characteristics and findings may not be meaningful to other
pregnant groups of AA women. Additionally, the convenience sampling, limits
generalizability even to the specified population, as information was only obtained from
those who responded to the flyer. The sample included 60 participants who identified as
both a woman and African American. These participants ranged in age from 18-30 years
of age with the average participant completing high school and possibly some college.
All participants were WIC eligible, primiparous and denied any of the exclusion criteria
that were identified as possibly contributing to the decision around the breastfeeding
behavior. The criteria noted here, obviously lends itself to a specific demographic to
which these findings can be generalized. In future studies there is a need to obtain data
from a larger, more geographically diverse sample. Additionally, these limitations may
also suggest that the results may not be uniform to other groups outside of the studied
Southern California area. Due to the homogeneity of the demographic data, limitations in
the ability to draw general conclusions may exist in this study.
The alpha for the IIFAS had minimal acceptable reliability. It is surmised this
scale may not be culturally appropriate for this population, as currently written. The
minimally acceptable reliability may have impacted the results of this study.
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Implications for future research
We advocate for future intervention research targeting the self-efficacy. Another
recommendation may include the examination of a more in-depth historical and sociocultural approach to unveil additional underlying factors influencing breastfeeding
practices with AA women. This may be pertinent as likely, no single intervention can
sufficiently address the multiple impediments to the breastfeeding behavior, facing AA
women. Additionally, a qualitative approach to better understand the infant feeding
decision process with AA women may provide insights not noted with this quantitative
work. It may also serve well to include AA women outside of the child-bearing age, as
these women may be influential in the infant feeding decisions of current pregnant/early
parenting mothers, as noted with the described social support network with this study.
A similar study, using these variables such as attitudes and norms, but targeting
which members of the social support network are influential, may also be beneficial.
Most often, the significant other was noted as a member of the social support network
and was also most often described as male and the father of the baby. Being that this
member of the social support network may be most likely to influence the breastfeeding
behavior, a study to garner insight on their personal attitudes and norms around the
breastfeeding behavior would be merited and compliment this work.
Likewise, a study focused on the same variables of attitudes, norms, perceived
self-efficacy and external variables of community resources and social support network
with a focus on the prediction of intention for formula feeding may also be valuable, as it
will be just as imperative to understand these variables in relation to formula feeding
intention.
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With results of studies such as those previously mentioned, a tailored intervention
study would be warranted to address a multi-targeted approach to link the well-known
extensive health benefits of breastfeeding to the behavior and close the gap on the
existing disparity. This study contributes to the growing body of knowledge about infant
feeding by adding the unique variables impacting AA women around the intention to
perform the behavior so early intervention my occur. Understanding the attitudes, norms,
and perceived self-efficacy of this population with the overarching external variables that
play a role, must be taken into consideration as we develop supportive interventions and
re-design our health care systems to address such racial and ethnic disparities, like we are
seeing with the breastfeeding behavior. The identification of both the use of
remote/Internet options and the specific support persons of the network, noted to be
influential, are also unique findings that will be important implications. Using this
knowledge will be pertinent as we continue to develop and revise systems of care and
educate/prepare health care providers to support AA women as they move through the
continuum of the infant feeding process. Lastly, leveraging AA women as essential and
imperative partners in health behavior, such as breastfeeding, is vital to move towards
health equity.
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Social Media Flyer
Facebook Recruitment:
Limit of 50 characters for the headline and 63,000 characters for the body text.
Study on Breastfeeding
I am a doctoral student studying breastfeeding and have worked many years in maternalchild health and community health. I am working on a research study titled Intention to
Breastfeed: Breastfeeding Attitudes of African American, Low-Income, New Mothers,
IRB#724-18-EP. BreastfeedLA/Orange County Breastfeeding Coalition has allowed me to
tell you about the study here. You may be able to be in the research study if you are a
woman who is African American, eligible for WIC, in your last trimester of pregnancy, age
18-30 and a first-time mother. You will be asked to take about 45 minutes of your time to
answer some questions about breastfeeding at a convenient location. This information may
help health care providers understand your ideas about breastfeeding. Want to know
more? Text privately here 949-836-9554.

Script for Follow-Up:
PI: Hello, this is Sara Brown, a doctoral student and I have received your name and phone
number as someone who may be interested in my research study on breastfeeding.
(Review criteria with potential participant here):
For this study, we want you to share similar experiences with other women, so I will ask
you some questions. All participants must a) be women who are in their last trimester of
pregnancy; b) be 18-30 years of age; c) see themselves as African American; d) live at for
below the U.S. poverty guideline (determined by WIC eligibility); e) be a first-time mother.
You will not be able to be a part of this research study if you a) have a condition where
breastfeeding is not recommended, or you need to take a medication that is not
recommended with breastfeeding. Additionally, infant related conditions (known during
pregnancy) that may affect breastfeeding or play a role in how you feed your child, will also
not allow you to be a part of the study. Has your doctor or midwife talked to you about
anything like this? What questions do you have for me?
PI: You are invited to be part of the research study if you are interested. There is no
physical risk to you or your baby, but there is a chance for a loss of confidentiality. This
study may provide information that may be helpful for health care providers in the future.
It would be a one-time meeting to answer some questions at a place of your choosing. The
study will not cost you anything and you will be compensated for participating. If you
agree, we can decide on a date/time that works for you. Otherwise, if you want to think
about it, I can call back in two days to see if you have any more questions I can help answer.
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Letter of Support
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Consent

70

IRB Approval
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Nurse Code of Ethics
American Nurses Association Code of Ethics
· The nurse provides services with respect for human dignity and the uniqueness of the
client, unrestricted by considerations of social or economic status, personal attributes, or
the nature of health problems.

·

The nurse safeguards the client's right to privacy by judiciously protecting

information of a confidential nature.

·

The nurse acts to safeguard the client and the public when health care and safety are

affected by the incompetent, unethical or illegal practice of any person.

·

The nurse assumes responsibility and accountability for individual nursing judgments

and actions.

·

The nurse maintains competence in nursing.

·

The nurse exercises informed judgment and uses individual competence and

qualifications as criteria in seeking consultation, accepting responsibilities, and
delegating nursing activities to others.

·

The nurse participates in activities that contribute to the ongoing development of the

profession's body of knowledge.

·

The nurse participates in the profession's efforts to implement and improve standards

of nursing.
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·

The nurse participates in the profession's effort to establish and maintain conditions

of employment conducive to high quality nursing care.

·

The nurse participates in the profession's effort to protect the public from

misinformation and misrepresentation and to maintain the integrity of nursing.

·

The nurse collaborates with members of the health professions and other citizens in

promoting community and national efforts to meet the health needs of the public.
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Demographic Profile and Instruments
Demographic Profile
These demographic questions are designed to help us determine other factors that may influence your answers,
interests and opinions regarding your infant feeding decision. Collecting this demographic information will
enable us to compare subgroups and to recognize other influences may impact the infant feeding decision.

Demographic Survey Questionnaire

Subject ID#

Study ID#

Date

M

M

D

D

Y

Y

Age

Education
Q. Education: What is the highest degree or level of school you have completed? If currently enrolled, highest
degree received.
Education
How many years of school have you completed?
Please fill in the circle to the left of the number of
years of school.
1 Grade School

10

2

11

3

12

4

13

5

14

6

15

7

16

8

17 + (post College/other)

9

High School

College
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Household Composition
Q. Household Composition: What is your current household status?
Marital Status (Choose One)
Single, never married
Single, never married, but in a partnership (live the majority of time in separate households)
Single, never married, but in a partnership (live the majority of time in the same household)
Married
Widowed
Divorced

Professional or Employment Status
Q. Professional or Employment Status: This includes the work you spend most of your time on. Are you
currently…?
At the current time, what is your main job/type of
work? Main means the work you spend the most
time on, or you consider as your main job/work. Fill
in the one circle that best describes your job/work.

Managerial/ professional work
Technical/ sales work
Administrative support work
Service work
Precision production/ craft/ repair work
Operator/ fabricator/ laborer work
Other (write-in):_______________
Not working

Managerial/professional work: like executive,
administrator, analyst, purchasing manager, loan officer,
engineer, registered nurse, physical therapist, counselor,
teacher, lawyer, writer, artist
Technical/Sales work: like laboratory technician, dental
hygienist, license practical nurse, computer programmer,
legal assistant, buyer, salesperson, real estate agent,
cashier, travel agent, advertising agent
Administrative support work: like clerical supervisor,
computer operator, administrative assistant, secretary,
accounts clerk, bookkeeper, mail carrier, dispatcher,
customer service representative, insurance adjuster, bank
teller, or teachers’ aide
Service work: like child care worker, housecleaner, police
or firefighter including supervisors, guard, bartender,
cook, food server, dental assistant, nursing aid, pharmacy
aid, phlebotomist, janitor, hairdresser, personal care
attendant
Precision production/craft/repair work: like mechanic,
electric equipment repairer, telephone installer,
construction trade worker, earth driller, painter, plumber,
supervisor of this work
Operator/fabricator/laborer work: like machine operator,
assembler, inspector, bus driver, warehouse worker,
packer, fabricator, tester, laborer, farm worker, supervisor
of this work
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Community Resources
Q. What resources have you used during this pregnancy that related to information around infant feeding, select
all that apply:

Community Resources
(Please check all that apply.)
Healthcare provider/OBGYN/Midwife
Community Health Center (Complete Care, Center for Community Health, etc.)
Hospital based classes (Cedars-Siani, Good Samaritan, Dignity Health, etc.), if so which
class(es)______________________________
Private community classes (free or classes you paid for, etc.), if so which
class(es)___________________________
Internet or online/mobile resources, if so which sites/resources were most
helpful_____________________________
Information from a family member/friend, if so whom________________
Books, if so which were most helpful______________________________
Other_______________________
Social Support Measure:

What people do you have that would help you to be able to breastfeed? For example, this person could do
house work or help with other baby cares so you have time to breastfeed.

This person is or persons are? Check all that would help you.
______My spouse/significant other/boyfriend
______My Mother
______My Grandmother
______My girlfriend
______The nurse at …___________________
______Other__________________________
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Breastfeeding Self-Efficacy Scale – Short Form - Pregnancy
For each of the following statements, please choose the answer that best describes how confident you are in breastfeeding your
new baby when he/she is born. Please mark your answer by circling the number that is closest to how you feel. There is no right or
wrong answer.
1 = not at all confident
2 = not very confident
3 = sometimes confident
4 = confident
5 = very confident

1

2

3

4

5

I will always be able to determine that my baby is getting enough milk

I will always be able to successfully cope with breastfeeding like I have with other challenging tasks

I will always be able to breastfeed my baby without using formula as a supplement

I will always be able to ensure that my baby is properly latched on for the whole feeding

I will always be able to manage the breastfeeding situation to my satisfaction

Not at all

Very

Confident

Confident

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

6

I will always be able to manage to breastfeed even if my baby is crying

1

2

3

4

5

7

I will always be able to keep wanting to breastfeed

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

8

9

10

11

12

13

14

I will always be able to comfortably breastfeed with my family members present
I will always be able to be satisfied with my breastfeeding experience

I will always be able to deal with the fact that breastfeeding can be time consuming

I will always be able to finish feeding my baby on one breast before switching to the other breast
I will always be able to continue to breastfeed my baby for every feeding

I will always be able to manage to keep up with my baby’s breastfeeding demands
I will always be able to tell when my baby is finished breastfeeding
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The Iowa Infant Feeding Attitude Scale
For each of the following statements, please indicate how much you agree or disagree by circling the number that most closely
corresponds to your opinion (1= strong disagreement [SD], 2 = disagreement [D], 3 = neutral [N], 4 = agreement [A], 5 = strong
agreement [SA]. You may choose any number from 1 to 5.

SD

D

N

A

SA

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

12. Breast milk is the ideal food for babies.

1

2

3

4

5

13. Breast milk is more easily digested than formula.

1

2

3

4

5

*14. Formula is as healthy for an infant as breast milk.

1

2

3

4

5

15. Breast-feeding is more convenient than formula feeding.

1

2

3

4

5

16. Breast milk is less expensive than formula.

1

2

3

4

5

1

2

3

4

5

*1. The nutritional benefits of breast milk last only until the
baby is weaned from breastmilk.
*2. Formula-feeding is more convenient than breast-feeding.
3. Breast-feeding increased mother-infant bonding.
*4. Breast-milk is lacking in iron.
5. Formula-fed babies are more likely to be overfed than are
breast-fed babies.
*6. Formula-feeding is the better choice if a mother plans to
work outside the home.
7. Mothers who formula-feed miss one of the great joys
of motherhood.
*8. Women should not breast-feed in public places such as
restaurants.
9. Babies fed breastmilk are healthier than babies who are
fed formula.
*10. Breast-fed babies are more likely to be overfed than
formula-fed babies.
*11. Fathers feel left out if a mother breast-feeds.

*17. A mother who occasionally drink alcohol should not
Breast-feed her baby.

__________________________________________________________________________________________________
Note. Items marked with asterisks are reverse-scored and the scores for each item are then summed. Higher scores indicate more positive
attitudes toward breast feeding.
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Measure for Norms (IBM):
Most African American people in your community approve of the breastfeeding behavior?

-3

-2

-1

0

1

2

Strongly Disagree

3
Strongly Agree

Most African American people in your community disapprove of the breastfeeding behavior?

-3

-2

-1

0

1

2

Strongly Disagree

3
Strongly Agree

Most African American women in your community perform the (breastfeeding) behavior?

-3

-2

-1

0

1

2

Strongly Disagree

3
Strongly Agree

Are you motivated to do what most African American people in your community think you should do (regarding your
infant feeding decision)?

-3

-2

Strongly Disagree

-1

0

1

2

3
Strongly Agree
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*Intention Measure (BI):
I intend to breastfeed:
-3
Very Unlikely

-2

-1

0

1

2

3
Very Likely

